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pericardial effusion, which had been absent preoperatively.
The tear was present in the distal aortic arch. Intraoperative
retrograde aortic dissection and cardiac tamponade were diag-
nosed. The chest wound was quickly closed, and then the
patient underwent replacement of the ascending aorta through
a midline sternotomy. The dissection affected the entire aorta
above the coronary artery ostia, and the pericardial cavity was
filled with blood. The second operation was also carried out
uneventfully. Perhaps because of his preoperative moribund
state and the large scale of the operation, the patient conva-
lesced rather slowly. Two months later, during his prolonged
hospital stay, he suddenly died of an aortoesophageal fistula at
the proximal anastomosis of the prosthetic graft in the
descending aorta, possibly as a result of graft infection.
Discussion. Currently, patients with acute Stanford type B
aortic dissection are usually given medical treatment, and sur-
gical intervention is indicated only if rupture or organ
ischemia occurs. In such cases, whether the intimal tear
should be treated is a matter of controversy.1,2 When the inti-
mal tear is near the aortic arch, its complete resection often
requires an open proximal anastomosis under deep hypother-
mic circulatory arrest. Even though this method is theoretical-
ly desirable, it requires considerable circumspection before it
can be applied to any patient because the patient’s general
condition is often very poor. We believe that a limited opera-
tion should be considered, at least for those in a state of shock.
Because in our patient the site of the main intimal tear was
unclear and the patient was in profound shock, we did not aim
to resect the intimal tear. We followed a strategy of limited
surgical repair but encountered another unexpected pitfall.
The clinical prognosis of acute retrograde dissection of the
ascending aorta is not favorable.3,4 Among our 34 patients
with this condition, 28 were surgically treated, resulting in a
hospital mortality of 35% (including the present case), which
is higher than that found with the other type of acute Stanford
type A dissection. It should be kept in mind that there are
increasing hazards that will cause retrograde dissection of the
ascending aorta to develop during limited operations for acute
Stanford type B dissection. The dissected aorta has to be
clamped, which may cause another tear, even when the
pseudolumen is thrombosed. Moreover, especially in patients
In general, resection of an intimal tear is desirable during
operations for aortic dissection. In patients with rupture of
acute Stanford type B dissection, however, aggressive resec-
tion of an intimal tear sometimes appears to be too dangerous,
especially when the tear is in the vicinity of the aortic arch.
Emergency replacement of the ruptured segment only, which
is mandatory for saving the patient, can be a method of
choice. We report a pitfall in such conservative operations.
Clinical summary. A 54-year-old hypertensive man had a
sudden onset of severe back pain and paraplegia and was
transferred to our hospital. On admission, his blood pressure
was 60 mm Hg and both lower limbs were completely para-
lyzed. Computed tomography of the chest and trans-
esophageal echocardiography (TEE) revealed Stanford type B
aortic dissection, a large amount of thrombus in the pseudo-
lumen, a possible but unclear main intimal tear in the distal
aortic arch, hematoma around the descending aorta, and left
pleural effusion. There was no dissection in the ascending
aorta or the transverse arch, and pericardial effusion was
absent. Pleuracentesis yielded bloody pleural effusion.
Rupture of the dissected descending aorta was diagnosed, and
an emergency operation was performed. Through a left pos-
terolateral thoracotomy, with the use of a femoro-femoral car-
diopulmonary bypass, both proximal and distal portions of the
descending aorta were gently clamped with the heart beating,
and about a 20-cm length of the descending aorta was suc-
cessfully replaced with a prosthetic graft. Although the patient
was in profound shock before the operation and repeatedly
required the injection of vasopressor agents, his postoperative
hemodynamic condition was stabilized. However, repeat TEE
during the wound closure disclosed dissection in the ascend-
ing aorta and the aortic arch and a considerable amount of
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in a state of shock, vasopressor agents are often administered
repeatedly or continuously. When the aorta is clamped with
the heart beating under partial cardiopulmonary bypass, it is
not always possible, even with cautious management, to con-
trol the blood pressure, which can suddenly become prohibi-
tively high. Moreover, full heparinization may have played
some role in the extended progression of the retrograde dis-
section of the ascending aorta and acute cardiac tamponade,
which together may have caused unexpected circulatory col-
lapse. When the ruptured segment is excluded by the place-
ment of clamps, surgeons tend to feel secure. However, the
potentially fatal pitfall still exists.
Also, the importance of intraoperative TEE monitoring
must be reemphasized.5 We did not notice the development of
retrograde dissection of the ascending aorta until TEE was
repeated at the end of the procedure. In some cases a delayed
diagnosis can have a fatal outcome. Another striking aspect is
that without TEE the development of ascending aortic dissec-
tion in an anesthetized patient may be unable to be diagnosed
until serious consequences occur. The procedure for the rup-
ture of the descending aorta by itself may not require intra-
operative TEE. However, it is indispensable in view of every
possible problem.
All of the above factors can be avoided if the intimal tear is
resected. However, we believe at present that our strategy of
using a limited operation for moribund patients with acute
Stanford type B dissection is justified. When a limited opera-
tion is performed, however, we must be aware of the possible
hazards of the development of retrograde dissection of the
ascending aorta, either during or after the operation. We
should observe and manage such cases more carefully than
usual cases. Even though the patient’s condition appears to be
stable, examinations including either TEE or transthoracic
echocardiography and computed tomography should be per-
formed meticulously.
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